A 32-year-old man was admitted with massive hematemesis of approximately 700 mL of blood associated with melena. His hemoglobin was 6 g/dL, and he was hemodynamically unstable. He had experienced an episode of alcoholic acute pancreatitis 2 weeks earlier. After hemodynamic resuscitation and blood transfusion, upper-GI endoscopy in a search for the cause of the GI bleeding showed normal results. CT of the abdomen with angiography revealed features of acute pancreatitis and no source of upper-GI bleeding. Repeated upper-GI endoscopy revealed blood in the duodenum with no active source of bleeding (Fig. 1A) . The result of side-viewing endoscopy was normal. Linear EUS was performed in a search for the cause of the overt obscure upper-GI bleeding. EUS of the stomach demonstrated a 27 mm Â 32 mm cysticappearing lesion in the body of the pancreas. The lesion had a thick outer hypoechoic wall (13 mm), with a central anechoic area that appeared as a "donut"' (Figs. 1B and C; Video 1, available online at www.VideoGIE.org). The surrounding pancreatic parenchyma was edematous, with peripancreatic fluid collections (Fig. 1D ), consistent with a recent acute attack of pancreatitis. On color-flow and Doppler US imaging, vascular flow was seen in the central anechoic area (Fig. 1E ; Video 1), which confirmed the vascular nature of the lesion. EUS showed the characteristic "yin-yang" flow, with bidirectional waveform pattern on color Doppler US (Fig. 1E) . EUS fine-needle aspiration was not attempted in view of the possibility of aneurysm and the presence of acute inflammation. The patient underwent visceral angiography, which revealed a 28 mm Â 34 mm pseudoaneurysm of the splenic artery (Figs. 1F and G) , with contrast medium in the pancreatic duct. Angioembolization of a splenic artery pseudoaneurysm was performed with coils ( Fig. 1H) , and at his 8-month follow-up visit, the patient remained asymptomatic.
Pancreatic pseudoaneurysms are rare adverse events of both acute and chronic pancreatitis. They are more common in chronic pancreatitis and often are associated with pseudocysts. GI bleeding is the most common clinical presentation. Pseudoaneurysms can rupture into the GI tract, the pancreatic duct, the peritoneal cavity, or a pseudocyst. The most common artery involved is the splenic artery, followed by the gastroduodenal/ pancreaticoduodenal artery, and hepatic artery. Hemosuccus pancreaticus is a rare cause of intermittent upper-GI bleeding from the papilla of Vater through the pancreatic duct. The most common cause is rupture of a peripancreatic pseudoaneurysm of the splenic artery. The present case highlights the possible role of EUS in the diagnosis of obscure GI bleeding in acute or chronic pancreatitis.
